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MEDICAL ASPECTS OF SOCIAL SECURITY 


At its 35th Session, in June 1952, the International Labour Conference 
adopted a Convention on Minimum Standards of Social Security } which 
had been the object of much study for more than two years. Part of this 
Convention deals with medical care services, covering any morbid condi- 
tion and pregnancy and confinement. The population protected may be 
20% of the total population, 50% of all employees, or 50% of all residents. 
The minimum standard requires medical benefit in case of illness to include 
general practitioner care, specialist care, essential pharmaceutical supplies 
prescribed by a medical or other qualified practitioner, and hospitalization 
where necessary. Maternity benefits comprise prenatal, confinement, 
and postnatal care, either by medical practitioners or by qualified mid- 
wives, and availability of hospitalization when necessitated by the circum- 
stances of the case. 

In the preparation of this part of the Convention, the International 
Labour Organisation (ILO) requested, and obtained, WHO collaboration. 
Last December (1951), the Director-General, with the approval of the 
Executive Board,” convened a special Consultant Group to review the medi- 
cal provisions of the Convention, which was at that time still in the “ pro- 
posed” stage. Dr. René Sand, Professeur honoraire 4 |’Université libre 
de Bruxelles (Belgium) and world-renowned authority on social medicine, 
acted as Chairman of a group of five other well-known specialists : Dr. E. 
Aujaleu, Directeur de l’Hygiéne Sociale au Ministére de la Santé publique 
et de la Population (France); Dr. A. Leslie Banks, Professor of Human 
Ecology, University of Cambridge (United Kingdom of Great Britain 
and Northern Ireland); Dr. C. van den Berg, Director-General for Inter- 
national Health Affairs (Netherlands); Dr. J. Axel Héjer, former Director- 
General of Public Health (Sweden); and Dr. Henry E. Sigerist, Research 
Associate, Yale University, USA (resident in Switzerland). 

The statement of this Consultant Group, which was submitted to the 
ILO and published in full by that organization as an appendix to the 
report Minimum standards of social security,> has been the subject of 
criticism by the World Medical Association (WMA). This organization 
has voiced objections, in particular, to the group’s remarks concerning the 
remuneration of the medical profession within the framework of a social 
security plan, and has criticized WHO for not having included a member of 
the practising medical profession in its Consultant Group.t The WMA has 
submitted to the ILO a statement of its views and an expression of its philo- 


1 ILO Convention 102 
2 Off. Rec. World Hith Org. 36, 11 


nt Labour Office (1952) Minimum standards of social security, Report V (a) (2), Geneva, 
p. 


* Bull. World med. Ass. 1952, 4, 134 
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sophy and principles with regard to social security. This statement has 
been reproduced in several publications.® 
The report of the WHO Consultant Group, which reflects the opinions 


of the members of the group and which is not an expression of a WHO 


policy,® is of interest because it outlines the basic principles and issues in the 
organization of medical care services as part of a social security system. 
While the recommendations contained in the report were not always 
applied in formulating the final draft of the ILO Convention, they were 
often referred to in considering the proposed medical care provisions and 
sometimes led to modification of the original text of the Convention. 
A summary of some of the more important points of the Consultant 
Group’s statement follows. 


Coverage 


The group felt that an organized medical care programme should 
cover as large a percentage of the population as possible and that, when 
universal coverage was not possible, priority should be given to persons 
of lower economic levels, since their relative need for health services is 
greater. Children, too, should receive special consideration—in the 
interests of preventive medicine and the welfare of the next generation. 
Recipients of public assistance should be taken care of, medically speaking, 
by the programme which covers the general population. 


Health Services 


Health services comprise (a) constructive services, including environ- 
mental improvements, sound nutrition, etc.; (b) personal preventive 
services, such as immunizations, periodic health examinations, etc.; 
(c) curative services, consisting of diagnosis and treatment of disease and 
injury; and (d) restorative services, meaning measures necessary to help 
the individual to return to full working and living capacity. The group 
urged that more emphasis be placed on preventive services and that a medical 
care programme should provide services not only for persons with morbid 
conditions and for pregnant women, but also for persons in presumably 
good health. 


5 Bull. World med. Ass. 1952, 4, 245; Brit. med. J. (1952) 2, Suppl. to No. 4778 p. 83; J. Amer. med. Ass. 

(1952) 149, 489 

* This report was submitted to the Executive Board at its ninth session, and the following resolution 
was adopted : 

“ The Executive Board, 

Having in mind resolution EB8.R35 of the eighth session of the Executive Board on co-operation with 
the International Labour Organisation; 

Having reviewed the d t on * Medical aspects of social security ’, prepared by the WHO Consul- 
tant Group for consideration by the International Labour Organisation in formulating its new Conventions 
on Social Security, 

1. NOTES the report and approves its transmission to the International Labour Organisation, with the 
explanation that the opinions expressed therein are not necessarily those of members of the Board and should 
not be taken as an expression of policy by the World Health Organization; 

2. REQUESTS the Director-General to continue the maintenance of co-operative working relationships 
with the International Labour Organisation on the health and medical aspects of social security.’’ 

(Resolution EB9.R12, Off. Rec. World Hith Org. 40, 5) 
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Noting the provisions of the Convention with regard to general prac- 
titioner care, specialist care, and hospitalization, the WHO Consultant 
Group called attention to the different interpretations in different coun- 
tries of these terms. It recommended that the meaning and content of 
general practitioner care should be left for each country to decide; that 
each country should develop formal standards for the designations of 
medical specialists; and that hospitalization should be understood to mean 
all the necessary supportive services in a hospital as well as room and 
board. Top priority in any medical care programme should be given to 
the provision of the “ combination of the general physician and his work- 
shop ”. 


Personnel and Facilities 


Qualifications for practising medicine and standards for the operation 
of hospitals were considered by the group. Licensure by the State should 
be required for all medical and allied personnel. When the services of 
auxiliary workers are utilized, their activities should be supervised by 
scientifically trained medical practitioners. Hospitals should meet stan- 
dards established and applied by a national authority. 


Organization and Administration 


While recognizing that many nations consider it necessary to require 
that the beneficiaries of the medical care programme share in the cost 
of the services received, the WHO Consultant Group advised against 
such a system on the grounds that cost-sharing might cause hardship or 
discourage procurement of needed services. In any case, a means test 
should not be used as the determining factor in payment for services. 
It was recommended that in underdeveloped countries “ any cost-sharing 
device should involve no more than token payment by the beneficiary ”. 

With regard to the question of administrative responsibility for medical 
care programmes in relation to public-health administration, the group 
urged that, as an ultimate goal, complete unification of the administration 
of medical care and preventive services should be developed. Until this 
goal is reached, there should be a system of joint planning of the services 
at the top level and extending down the line into local communities as 
far as is possible. 


Special Organizational Problems 


Consideration was given by the group to the problem of the relationship 
between’ national and local levels of administration of medical care. 
Although no fixed rule could be laid down regarding this relationship, 
the group recommended a middle course between complete central domi- 
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nation and complete local autonomy. Long-term planning and co-ordination 
of services should be the responsibility of the national administration, but 
considerable latitude must be allowed to local authorities in developing 
and operating the medical care programme so that it may meet local needs. 
“The exercise of local initiative is essential in winning the co-operation 
of local people for the most effective function of the entire medical care 
programme.” 

The three most widely practised systems of remuneration for services 
of medical practioners (fee for service, fee per capita, and salary) were 
discussed and the advantages and disadvantages of each weighed by the 
group. Whatever the method for payment of physicians, they should be 
assured an adequate reward for their work; and their patients should be 
assured continuity of care and a satisfactory doctor-patient relationship. 

Part of the funds of a medical care programme should be used for 
postgraduate education of health personnel and for scientific research, 
the latter to be the responsibility of “ independent councils or institutions 
which are immune from political or commercial pressures ”. 

Other problems to which the Consultant Group gave particular attention 
were : 


1. The need for close working relationships among general physicians, 
specialists, hospitals, laboratories, and the services of other related 
personnel and facilities. Group clinics and the organization of hospitals 
within a regional framework were suggested as aids to the development 
of such relationships. 


2. The provision of medical care for rural populations. The construction 
of health centres, special inducements to physicians to interest them in 
rural practice, and the provision of transportation facilities were mentioned 
as possible aids in solving this problem. 


3. The administrative machinery for the operation of medical care 
programmes. The group urged that access to doctors be simple and that 
the patient as well as professional groups be represented in the adminis- 
trative authority of the programme. 


In conclusion, the WHO Consultant Group classified under four 
headings—material, economic, psychological, and technical—the major 
obstacles to the provision of good medical care. Special social measures 
are required to overcome these obstacles : general industrial development 
and family welfare services to overcome the material deficiencies; social 
security systems to help cope with the economic impediments; education 
to combat the psychological difficulties; and development of medical 
science, medical personnel and facilities, and proper administrative methods 
to surmount the technical problems. While a social security system cannot 
provide all of these measures, it is one key to making medical care available 
to the people of a nation. 
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HEALTH AND STANDARDS OF LIVING 


In a study of the world social situation which was submitted to the 
United Nations Economic and Social Council and its Social Commission, 
the health conditions of the world are surveyed in reference to standards 
of living. This chapter, prepared by WHO, gives some idea of the contrasts 
in health conditions in various parts of the world, particularly between 
the so-called “ underdeveloped ” areas and those which are more advanced 
from an economic and social point of view. 

An introduction to the report as a whole stresses the changes which 
modern science and technology have brought about in man’s social out- 
look : “ To an extent which might have seemed inconceivable even fifty 
years ago, there has come increasing recognition that 2,400 million people 
have somehow to contrive to live together, and share together the resources 
of the earth; that the general impoverishment of any area is a matter of 
concern to all areas; and that the technical experience and knowledge 
acquired in rapidly changing industrialized societies have somehow to be 
made available to those communities that are less advanced :and less well- 
equipped.” Sharing medical resources, knowledge, and skills has become 
one of the bases of technical assistance for the economic development of 
a large part of the world, in helping two-thirds of the nations (i.e., the 
underdeveloped territories) to “telescope into a few years the work of 
a century ”. 


Disease Problems 


Most countries, but especially those in less-developed areas, suffer 
from the effects of “ mass diseases”, that is, those “ which are so wide-. 
spread, and affect so high a proportion of the population, as to be a 
dominant factor in hindering the social and economic development of a 
country, and which, medically, mask other diseases to the point of making 
them clinically irrelevant until the mass disease is removed”. Among 
such diseases are malaria, which yearly afflicts millions of people; tuber- 
culosis, which is geographically more widespread than malaria, striking 
industrialized areas as well as underdeveloped countries; syphilis, which 
can assume “extravagant proportions” once it is introduced into an 
underdeveloped community (e.g., in 1937, the rate of incidence of syphilis 
in the Straits Settlements was thirty times that of England and seventy- 
five times that of Sweden); bilharziasis; ancylostomiasis; trachoma; and 
gastro-intestinal, nutritional, and the pestilential diseases. The geographical 
distribution of two of these diseases is shown in fig. 1-2. Many of the mass 
diseases can be controlled : malaria, by DDT-spraying; the treponematoses, 


1 United Nations Economic and Social Council (1952) “ Preliminary report on the world social situation, 
with special reference to standards of living”, document E/CN.5/267, p. 45 
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FIG. 1. APPROXIMATE GEOGRAPHICAL DISTRIBUTION OF MALARIA by 
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by penicillin treatment; gastro-intestinal disorders, by improvements in 
environmental sanitation, etc. 

In the more advanced countries, attention is focused more on the 
degenerative diseases, which are responsible for a large proportion of 
deaths. Fig. 3 compares the mortality from degenerative diseases in 
underdeveloped and developed countries; it should be noted, however, 
that the differences are due, in part at least, to better diagnosis in the latter 
countries. 

Diseases of the heart and circulatory system, and cancers and tumours, 
now account for over 50% of all deaths in eight countries, the eight coun- 
tries which are also those with the highest per capita national incomes. 
“ Stress ” diseases, such as gastric and duodenal ulcers, and mental ill- 
health also constitute major health problems in many of the more developed 
countries. 


FIG. 3. COMPARATIVE MORTALITY FROM DEGENERATIVE DISEASES 
IN UNDERDEVELOPED AND DEVELOPED COUNTRIES 
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Medical Personnel 


Even if all nations were financially capable of establishing the health 
services required to cope with the needs of their people, they would still 


be faced with what is probably the most formidable problem—lack of 
medical personnel. There are about 900,000 doctors in the world today; 
twice this number are required immediately to meet just the elementary 
needs. The following table gives an idea of the unequal distribution of 


physicians : 


TABLE I.— INHABITANTS PER PHYSICIAN 


Under 50,000 and 
000 2,000-4,999 5,000-9,999 10,000-49,999 aver 
Argentina Brazil Algeria Aden Brit. Somaliland 
Australia Brit. Guiana Bolivia Angola Ethiopia 
Austria Dominican Ceylon Bechuanaland Indo-China 
Republic 
Belgium Guatemala Belgian Congo| Indonesia 
Ecuador 
Canada Iraq British Borneo Liberia 
Egypt 
Cyprus Jamaica French Equa- New Guinea 
El Salvador torial Africa 
Denmark Madagascar Nigeria 
Finland French 
France Malaya Togoland Papua 
Hong Kong 
Greece Martinique Kenya Ruanda-Urundi 
Jordan 
Iceland Peru Morocco 
Nicaragua 
lreland Southern Mozambique 
Panama Rhodesia 
Israel Northern 
Paraguay Syria Rhodesia 
Japan 
Poland Tunisia Pakistan 
Lebanon 
Puerto Rico Sierra Leone 
Luxembourg 
Singapore Tanganyika 
Netherlands 
Trinidad and Uganda 
New Zealand Tobago 
Norway Turkey | 
Portugal Union of 
South Africa 
Sweden 
Venezuela 
Switzerland 
Yugoslavia 
United King- 
dom Zanzibar 
USA | } 


Even these incomplete and discouraging figures do not give the whole 
picture of the “ availability” of doctors, since there is a tendency for 
qualified physicians to concentrate in cities and towns, to the neglect of 
rural populations. 

The scarcity of nurses and of auxiliary medical personnel is equally 
great. However, in many parts of the world, special attention is being 
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devoted to training auxiliary personnel : in the underdeveloped countries, 
to provide a limited service until the number of qualified doctors becomes 
adequate; in more advanced countries, to extend “the perimeter of the 
health services” and to relieve members of the medical profession of 
some of the routine dutits which prevent them from utilizing their pro- 
fessional skills to the full. 


Health and Better Living 


The economic and social significance of health cannot be over- 
estimated. The effects of successful efforts to control some of the mass 
diseases are being demonstrated in various parts of the world : in Greece, 
for example, DDT-spraying operations reduced the incidence of malaria 
from 2,000,000 cases in 1942 to 40,000 in 1949, which meant a saving 
of man workdays equivalent to an addition of 100,000-200,000 workers 
per year, and an increase in crop production by over 20% in one par- 
ticular area. Ill health impedes industrialization and educational efforts 
because of absenteeism and inability to work efficiently : in Indonesia, 
mass treatment of yaws, a debilitating treponemal disease which responds 
to penicillin therapy, resulted in a general improvement in living conditions, 
in education, and in working capacity. Population trends are greatly 
affected by health advances : in 1934 only four cities in Uruguay had safe 
water supplies; a considerable investment in sanitary services increased 
this number to 157 by 1949, with a concomitant decrease in infant mortality- 
rate from 95.7 to 42.1. 

In summing up the effect of health on standards of living, the report 
concludes : “ The control of disease...is a precondition of economic and 
social development. The advance of any community depends on the extent 
to which it reduces the burden of ill health which squanders human 
resources, wastes food in nourishing bacteria and parasites, produces social 
lethargy, and prevents people, and countries, from developing their full 
capacities.” 


ANTITYPHUS CAMPAIGN IN AFGHANISTAN 


In April 1951, a tripartitite agreement was signed in Kabul, the capital of 
Afghanistan, between the Government of Afghanistan, the United Nations 
International Children’s Emergency Fund (UNICEF) and WHO, con- 
cerning a plan of operations against typhus. The Government agreed to 
furnish the necessary staff and transport and part of the requisite DDT; 
UNICEF, to donate the bulk of the DDT, the spraying equipment, and 
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various supplies; and WHO, to provide technical assistance and super- 
vision. A member of the WHO malaria team in Afghanistan was to be 
in charge of the programme. 

This antityphus campaign, which was to take place the following 
winter, was not the first of its kind; in 1949, during an epidemic, the Afgha- 
nistan Government had requested WHO to supply typhus vaccine. WHO 
sent an expert consultant, together with the vaccine requested. The 


FIG. 4. ANTITYPHUS CAMPAIGN IN AFGHANISTAN 


Kabul: team members dust children with DDT 


consultant investigated the situation and began training personnel for large- 
scale delousing. The Organization later sent two more experts; and, 
in the following year, i.e., in the winter of 1950-1, the first successful anti- 
typhus campaign was carried out in the cities of Kabul and Kandahar. 
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Shortly thereafter a number of petitions were received by the Government 
asking it to extend the operations to other areas of the country. 

Typhus is endemic in Afghanistan, particularly in the provinces of Kabul 
and Kandahar, and assumes epidemic proportions every winter. During 
the winter of 1947-8, nearly 1,000 cases were reported in the province 
of Kandahar alone. Mortality from typhus is always high. The trans- 
mission of the disease is facilitated by the fact that a large part of the 
population lives under very poor economic conditions, with considerable 
over-crowding in small dwellings during the winter. 


The 1951-2 Campaign and Results 


The new campaign, covering the provinces of Kabul and Kandahar, 
was begun on 31 December 1951. According to the plan of operations, 
it should have started on about 20 November in Kabul and on 1 December 
in Kandahar, in order to deal with the beginning of the annual epidemic; 
but there was some delay owing to difficulties in supplying DDT. The 
campaign lasted until 29 February 1952 in the Kabul area and until 12 March 
1952 in the province of Kandahar. The total number of persons dusted 
with DDT in these two provinces amounted to 312,832; in answer to 
requests, an additional 70,000 persons were treated in other provinces. 

Not a single case of louse-borne typhus occurred in the city of Kandahar 
during that winter, and only four cases were recorded in the city of Kabul, 
in spite of the late start of the field operations. In the entire province 
of Kandahar, where the operations reached the most densely populated 


‘centres, only four cases were recorded, three of which had occurred before 


the beginning of the campaign. 

The population greatly appreciated the preventive measures taken 
and co-operated willingly with the teams, showing great interest in the work. 
The Governor of the province of Kandahar, certain local authorities, and 
numerous citizens expressed their appreciation, in writing, to the Ministry 
of Public Health. 


Methods and Organization 


In carrying out this successful project, the health authorities had drawn 
on the recommendations formulated by WHO after the 1950-1 campaign. 
The Director-General of Public Health had personally organized a pro- 
paganda campaign both before and during the actual antityphus operations : 
numerous newspaper articles and radio broadcasts were prepared, in 
addition to circulars which were sent as early as October to physicians 
in the country and to governors of the provinces. The public reacted 
very favourably, as was seen from the comments which appeared in the 
local press. 


The campaign assumed much larger proportions than that of the 
previous year. It covered the main cities and was then extended to sur- 
rounding, and later to distant, towns and villages, reaching 84 localities 
in all. 

In the provinces of Kabul and Kandahar alone, 172 workers partici- 
pated in the campaign—148 men, 21 women, and 3 boys under twelve 
years of age. The latter two groups carried out the operations among 
women in the more conservative communities. Of this total staff, 10 were 
voluntary, unpaid workers, 21 were soldiers seconded by the army for 
training, and 8 were malaria inspectors. The malaria inspectors were 
accustomed to carrying out public-health measures and inspired con- 
fidence among the population. Staff normally engaged in the antimalaria 
campaign could generally be utilized to advantage in the antityphus acti- 
vities during the winter. ; 

The staff was divided into various groups, each of which was supervised 
by an inspector and sub-divided into teams, which made house-to-house 
visits. Each person, together with his clothing and bedding, was dusted 
once with DDT; typhus vaccine was given only to persons who might 
have been infected by typhus patients. When the teams were working in 
towns, the local authorities assigned persons to accompany them through 
the streets in the crowded areas to ensure that no house was missed. The 
word “DDT” and the date of treatment were chalked on the door of every 
house. In the course of the campaign, cinemas, public baths, and other 
public piaces, together with public vehicles, were thoroughly dusted with 
' DDT once a week. 


Supplies 


The author of the final report on this project makes a number of 
interesting remarks concerning the supplies used during the campaign : 

1. It was possible to use successfully for dusting purposes DDT which 
was too old for use in residual-spraying operations in malaria control. 

2. Experience showed that a mixture of DDT and talc when mixed 
by hand or by shovel was not sufficiently homogenous and did not give 
a uniform concentration of 10% DDT. It is necessary to mix the talc 
and DDT by mechanical means, under the supervision of someone com- 
petent in this procedure. 

3. Locally and hastily prepared talcum powder is often too coarse to 
adhere to garments and, furthermore, clogs the spray-guns. 


Conclusions 


The results of the 1951-2 antityphus campaign confirmed the findings 
made the previous year by the WHO team. Under the existing conditions 
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in Afghanistan, an epidemic of louse-borne typhus can be prevented or 
controlled by systematic delousing of the population with 10% DDT 
powder. One dusting with DDT of the entire population at the beginning 
of the winter, conducted under proper supervision, will afford reliable 
protection. 

The work must be strictly supervised by medical officers who are really 
interested in the problem and who should, if possible, be sent to the same 
areas each year, since it is necessary that they know the district and that 
they be known by the people. 

The campaign also made it possible to determine the amounts of DDT 
required and the expenses to be anticipated for future campaigns. For 
one winter it is necessary to count on less than 64 g (214 oynces) of DDT 
dusting powder per person. The average per capita cost of the antityphus 
operations is approximately 0.60 afghani ($0.03). The cost of using 
10% DDT powder is only one-seventh that of large-scale vaccination, 
1 ml of typhus vaccine costing, in Kabul, 4 afghani ($0.19). 


HEALTH EDUCATION IN UPPER EGYPT 


Health education is a vital part of all WHO field projects. Whether 
the field demonstration be concerned with the control of a specific disease 
—such as syphilis, malaria, or tuberculosis—or with the improvement 
of maternal and:child health, it is necessary to prepare the people psycho- 
logically for the work which is to be done and to try to make the most 
of what is often an unique opportunity to teach more healthful ways of 
living. 

An interesting illustration of one type of health education activity 
in which WHO teams participate is afforded by a project undertaken, by 
the Egyptian Government, in the summer of 1952 at Edfa, an isolated 
village in Upper Egypt. Here, a health education programme was to be 
carried out in conjunction with a venereal-disease-control campaign which 
was to include : (a) a complete serological survey of the population of 
about 9,000 persons, (b) treatment with penicillin of all infected persons 
and their contacts, (c) an epidemiological study of the incidence of syphilis 
in relation to the seasonal migration of the workers from the village to 
the port areas, and (d) re-examination of the population six months 
and one year after the treatment had been given. 

It was planned that the project should be carried out largely by trained 
Egyptian personnel in order to facilitate the establishment of good rapport 
with the people of the village. Among the workers were volunteers from 
two community agencies : the Ruad, an organization for young men, which 
sent two medical students skilled in recreational activities for boys; and the 


— 33% — 


Catholic Association for Social Work, which sent four social workers and 
a young man trained in community recreational work. 

Since this was the first time in Egypt that the population of an entire 
village was to be subjected to blood testing, and since the isolation of the 
village and the customs of the people presented particular problems, three 
weeks of pre-service training were given to the workers in preparation for six 
weeks in the field. This training programme was conducted at the Cairo 
Venereal Disease Demonstration Centre and took the form of a seminar 
in which the instructors were people who had had working experience 
in rural Egypt. Every member of the team, from doctors to truck drivers, 
was included in the training, with the result that all were able to aid in 
winning the co-operation of the village people. 

Local leaders were called upon and their support enlisted. Simultane- 
ously with the initiation of the blood-testing programme, the social workers 
and the volunteers from the Ruad began their work—visiting homes, 
arranging blood tests, and organizing health education programmes in 
connexion with recreational activities. A particular effort was made by 
the social workers and the nurses to reach the women of the village, who 
live in traditional seclusion. Never before had there been a public meet- 
ing for women in the village; but the team was successful in arranging two 
showings of films for them, as well as special programmes held in one 
of the schools. 

Little opposition to the taking of blood samples was experienced at 
first; later, when no one had as yet received treatment after ten days of 
testing, rumours began to circulate concerning the use being made of the 
blood. One interesting rumour was that the blood was being used in the 
manufacture of certain beverages. With the help of the educated 
men of the village, team members squelched these stories. Treatment of 
the positive reactors was begun immediately, and the confidence and 
co-operation of the villagers were regained. It was interesting to note 
that some of the people who had been most opposed to the project in the 
beginning were later won over to such an extent that they even aided by 
delivering speeches. 

The success of the health education efforts was evidenced by the fact 
that about 85% of the population submitted to blood tests. Three hundred 
persons received treatment, and information for the epidemiological study 
of syphilis in the village was gathered by the social workers in follow-up 
visits to the homes of those treated. 

A report on the health education aspects of the Edfa project, from the 
Propaganda Section of the Egyptian Ministry of Health, states : “ We had 
to teach the people, by all means, in all places and at any time ...” Some 
of the means employed were films (25 on health subjects and 12 of general 
interest were shown); lectures, given not only by team members but also 
by government and religious leaders of the community; visual aids, such 
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as posters and pamphlets; and home visits. Particularly effective was a 
film made in the village during the campaign and then shown to the people. 
Many other health problems in addition to venereal disease were covered 
by the films and the discussions. The programme was aimed to make the 
people aware of their own problems and to show them how they might 
help themselves to better their living conditions. 

It is too early to evaluate the final results of the project. However, 
valuable lessons in health education techniques were gained, especially 
in ways of winning the co-operation of the people of a community through 
the aid of official and non-official authorities and agencies. 


Review of WHO Publications 


COMPARATIVE HEALTH LEGISLATION : TUBERCULOSIS 


In the first of a series of studies on comparative health legislation, the 
International Digest of Health Legislation surveys laws and regulations 
concerning tuberculosis which have been enacted in various countries 
during recent years, particularly since 1947.1 Although the study makes 
no claim to being complete, since much of the relevant information has 
not been made available by the countries concerned (legislation of 26 coun- 
tries and 12 States or territorial subdivisions is included), it indicates present 
trends in tuberculosis legislation, which, in turn, reflects progress and 
trends in the control of the disease. Many of the laws reviewed are revisions 
of previous legislation which had become out of date because of medical 
advances. The measures adopted deal chiefly with notification of tuber- 
culosis, case-finding examinations, isolation of tuberculous persons, BCG 
vaccination, occupational rehabilitation, and control of bovine tuberculosis. 

Notification of cases of tuberculosis to health authorities is an essential 
element in all legislation for the control of tuberculosis, though provisos 
vary from place to place with regard to the form of the notification, the 
types of tuberculosis which are notifiable, and the categories of persons 
responsible for making the notification. General notification is required 
in Costa Rica, Finland, Greece, Honduras, Lebanon, Switzerland, and 
certain States of the USA. Communicability of the disease is the determin- 
ing factor for notification in several localities (e.g., City of New York, 
Canton of Zurich (Switzerland), and Yugoslavia); in others, even suspected 
cases are to be notified (e.g., Finland, Ireland, and New Zealand). The 


1 Int. Dig. Hlth Leg. 1951, 3, 419 
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obligation to notify the authorities of cases of the disease may be incumbent 
not only on physicians, but also on persons responsible for hospitals, 
homes, industrial enterprises, tuberculosis establishments, schools, hotels 
and inns; directors of laboratories and radiological services; nursing staff; 
and parents or next of kin of the patient (e.g., in Costa Rica, Lebanon, 
New Zealand, Union of South Africa, and the City of New York). 

Considerable variation exists in the powers given, in recent laws, to 
health authorities to carry out case-finding examinations and to isolate 
infectious cases of tuberculosis when such cases represent a risk to others. 
With regard to examinations for detecting the disease, particular efforts 
are made to protect children against possible infection : examination of 
all persons who, by reason of their functions, come into contact with 
children—school personnel, for example—is required in Finland, France, 
Norway, and Tunisia; in certain cantons of Switzerland (Aargau, Bern, 
and Vaud); and in the City of New York. In Argentina and in Norway, 
examinations are compulsory for those employed, or desirous of being 
employed, in tuberculosis-treatment establishments. Legislation empowering 
health authorities to isolate infectious cases of tuberculosis is in force in 
the Province of Ontario (Canada), Finland, Lebanon, New Zealand, 
Norway, South Australia, certain cantons of Switzerland, the Union of 
South Africa, and several States of the USA. 

Measures relative to BCG vaccination have recently been introduced 
into the legislation of several countries—Austria, Finland, France, New 
Zealand, Norway, and Yugoslavia. In some instances, BCG vaccination 
is obligatory for certain categories of the population or for certain age- 
groups; it is entirely voluntary in Austria and New Zealand. The legislation 
in some countries (e.g., Portugal) simply.mentions BCG vaccination as 
a prophylactic measure. 

New regulations regarding the construction, installation, and operation 
of establishments such as tuberculosis dispensaries, sanatoria, preventoria, 
aeria, etc., have been introduced into the legislation of several countries 
—e.g., Finland, France, and Tunisia. Provisions relative to occupational 
rehabilitation of tuberculous patients are included in the legislation of 
France and Italy. Among other legislative measures enacted in various 
localities are those which (1) forbid persons suffering from tuberculosis 
to carry out duties connected with the handling of food; (2) permit isolation 
of children who are in danger of contracting tuberculosis in their homes; 
(3) provide material aid for tuberculous persons; and (4) restrict the use 
of streptomycin. 

The prevention of bovine tuberculosis is the object of recent enact- 
ments in a number of countries. Legislation concerning the examination 
of herds and the measures to be taken with regard to them has been adopted 
in Chile, Luxembourg, Morocco, and Switzerland. Regulations concerning 
the control of milk supplies have been enacted in Egypt, Mexico, Prince 
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Edward Island (Canada), Tunisia, and the United Kingdom of Great 
Britain and Northern Ireland. 

The Digest survey concludes that present health legislation regarding 
tuberculosis “indicates, above all, the desire of legislators to aid the 
prevention of tuberculous infection ”, and that such legislation, based as 
it is on medical advances in tuberculosis control, “ will lead to a subsequent 
decline in the tuberculosis morbidity and mortality rates ”. 


PREVALENCE AND DANGER OF WHOOPING COUGH 


Among the communicable diseases of infancy, whooping cough causes 
the highest death-rate in most European countries as well as in the USA, 
where between 1940 and 1948 whooping cough alone caused three times 
more deaths among children under one year old than measles, mumps, 
chicken pox, German measles, scarlet fever, diphtheria, poliomyelitis, and 
meningitis together. There is thus no justification for considering the 
disease as of no particular importance. Its seriousness and its prevalence 
are clearly shown in a study published in a recent number of the Epidemio- 
logical and Vital Statistics Report. 

In many countries, physicians are required to notify all cases they have 
attended; however, the percentage of cases notified is variable and 
sometimes amounts to only 3% of the actual number. Statistics for recent 
years frequently show an increase, but it is impossible to know whether 
this represents a real increase in the prevalence of whooping cough or an 
increase in the percentage of cases notified. From an analysis of American 
statistics for the period 1910-49, Gordon & Hood come to the conclusion 
that, despite an increase in the number of deaths, prevalence has remained 
practically unchanged. 

Fig. 5 shows the number of notifications of whooping cough in eight 
European and seven non-European countries between 1941 and 1951. 
In general, notifications have dropped in Canada, Italy, Switzerland, and 
the USA, while they have tended to increase in the other countries covered 
by the graph, with the exception of Mexico. 


Africa 


There are apparent increases in the inter-tropical region of the African 
continent (Angola, Belgian Congo, Cameroons under French administra- 
tion, French Equatorial Africa, French West Africa, Guinea and Senegal, 


1 Epidem. vital. Statist. Rep. 1952, 5, 323 


nt 

Is, 

Is 

n, 

to 

te 

ts 

of 

th 
ec, 

n, 

y, 

1g 

ig 
in 
d, 

of 

Ww 

yn 

e- 

yn 

aS 
yn 

a, 

es 

al 

of 

us 

is 

yn 

se 

t- 

1g 


FIG. 5. WHOOPING-COUGH CASES REPORTED IN VARIOUS COUNTRIES 


FROM 1941 TO 1951 
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The above graphs have been established on the logarithmic scale in order to show the parallelism or 
divergence of the relative fluctuations in the prevalence of the disease in various countries. 
However, the degree of reliability of the data on which these graphs are based is too varied to 
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and Togoland). Inthe Cameroons, for instance, 3,804 cases were registered 
in 1951 as against a total of 5,722 from 1945 to 1950. From January 
to May 1952, 1,458 cases were notified, which is the maximum reported 
for that period since 1945. There were more notifications (1,998 cases) 
in Senegal in 1951 than for any of the preceding six years; in the Belgian 
Congo more cases were notified during that same year than during any of 
the 23 preceding years, with the exception of three for which the figures 
are not known. A total of 5,934 cases were registered in the Belgian 
Congo in 1951 as against 3,905 in 1950 and 2,609 in 1949. The 1951 
figures for Angola have been exceeded only by those for 1943 during the 
past 25 years. 
America 


According to the incomplete information available, there was no serious 
epidemic of whooping cough on the American continent during 1951, save in 
Chile, Guatemala, and Peru. In the USA, following a considerable 
rise in 1950, the number of notifications for 1951 was the lowest since 
1926. In Chile, whooping cough was apparently more prevalent in 1951 
than during most of the preceding 19 years, with the exception of 1950, 
for which the figures are unknown; between 17 June and 6 October 1951 
there were 5,026 cases with 229 deaths. In Guatemala, notifications have 
increased every year since 1949; and, in 1951, 7,747 cases (543 deaths) 
were notified. In Peru, the number of cases was much the same during 
1951 as during the years 1947 to 1949, at approximately 19,000; the number 
of deaths is high, with over 6,000 in 1947, 1948, and 1949. No recent 
epidemic has been reported from Mexico, but the number of deaths attri- 
buted to whooping cough there has been approximately 11,000 per year 
for the period 1947-50. 

Asia 


In Asia, higher figures than for the preceding years were reported in 
1951 in Cyprus, Hong Kong, Iraq, and Manila. There were 10,237 cases 
reported in Iraq in 1951 against 5,593 in 1950; this is the highest yearly 
figure since 1925, but the apparent mortality is very low. In Japan, on the 
other hand, nearly 40,000 deaths were attributed to whooping cough 
between 1947 and 1950. Notifications there showed a marked drop in 
1951 compared with the two preceding years, when prevalence remained 
more or less stationary. In Ceylon, the 1950 prevalence was higher than 
during 18 of the 20 preceding years. 


Europe 


Notifications in Europe were not numerous, except in Austria, England 
and Wales, Iceland, Malta, Portugal, and Yugoslavia. In England and 
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Wales, the annual number of notifications rose from 102,816 in 1949, to 
169,343 in 1951. In Austria, the number (7,350 cases with 55 deaths) was 
higher in 1951 than during any of the 19 preceding years, with the exception 
of two concerning which there is no information. The 1951 epidemic 
in Iceland (2,932 cases) was the fifth important outbreak there in the past 28 
years. In Portugal, the epidemic of 1951 caused 372 deaths out of 4,644 
cases. The number of notifications in Yugoslavia has increased since 
1949, with 12,732 cases in 1951 against 10,483 in 1949-50. There was 
also an apparent increase in Italy during the first six months of 1952 when 
12,014 cases were notified against 12,015 for the whole of 1951. In 
Northern Ireland also, 1952 seems to be an unfavourable year; up to 
9 August, 2,992 cases had been notified while, with the exception of 1949, 
the annual figures have not exceeded 2,599 cases since 1938. Finally, the 
number of cases notified in Denmark was two to three times higher in 1951 
than in 1950; and, from January to June 1952, the number of notifications 
(47,895) was higher than during the same months of the preceding 33 years, 
with the exception of 1949. 


Oceania 


Some more or less serious outbreaks attracted attention in a number 
of islands and archipelagos, notably the Fiji Islands, French Oceania, 
Netherlands New Guinea, Papua, Samoa, and Tonga. In all, 1,355 cases 
were registered as against 389 in 1950. The epidemic continued until 
April 1952. 


So far as the morbidity statistics for whooping cough can be trusted, 
it would seem that the disease has been particularly prevalent in several 
countries during 1951 and at the beginning of 1952. In Denmark, the 
number of notifications reached 67% of the number of cases reported in 
the USA, which has a population thirty-six times greater; in the United 
Kingdom of Great Britain and Northern Ireland, almost three times as 
many cases were reported as in the USA. 

Whooping cough case fatality is high in certain countries and generally 
higher in rural areas than in towns. As has been noted above, it recently 
caused 40,000 deaths in three years in Japan and 11,000 deaths annually 
in Mexico. In Mauritius, among a population of less than 500,000, it 
caused 1,748 deaths in 1948. Even in Europe the mortality is certainly 
not negligible: in 1949, 1,134 deaths were attributed to whooping cough 
in France and 1,578 in Italy. 
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MEASLES : ITS RECENT TREND 


A study of the trend of measles in recent years has just been published 
in the Epidemiological and Vital Statistics Report.’ It is the first time 
that any attempt has been made to comment on morbidity tables for measles 
for the world as a whole, and the author points out that the article should 
be considered “as a simple introduction to the more thorough studies 
which will become possible in the future as the available data gradually 
improve ”. 

Statistics on measles are indeed so far removed from the actual state of 
affairs that it is practically impossible to draw any conclusions from 
them as to the real prevalence of the disease. The relative proportion 
of cases notified by physicians varies considerably among countries and 
according to the circumstances; frequently, moreover, the physician is not 
even called in. In certain countries no distinction is made in the mor- 
bidity tables between measles and rubella; in tropical countries, it is not 
easy to distinguish measles in dark-skinned persons from the other exanthe- 
matic diseases, and the great majority of patients in these countries is 
never seen by a physician. Such as they are, however, these statistics 
are sufficient to show seasonal variations and changes in the prevalence 
of the disease from one year to another. This summary gives some of the 
more outstanding figures. 


Africa 


In Morocco (French Protectorate), the 6,433 notifications for the year 
1950 and the 6,204 for 1951 exceed the figures for any of the 26 preceding 
years. In Algeria, the notifications from November 1951 to May 1952 
were more numerous than for the same period during most of the 25 pre- 
ceding years. In Egypt, more cases were observed in 1951 than during 
nine of the ten preceding years, except 1949, when there were 11,312 notifi- 
cations; in the Sudan, 1951 was the most unfavourable year for four years. 
In Senegal and Guinea, more cases were observed in 1951 than during 
the six preceding years, except for 1947. On the Ivory Coast, the figures 
for 1951 were higher than those for 1949 and 1950; and, from January 
to July 1952, the number of notifications exceeded the totals for those same 
two years. In the Middle Congo (French Equatorial Africa), the number 
of registered cases from January to June 1952 (1,561) is markedly higher 
than the annual figure for 1951. In Spanish Guinea, 1,350 cases were 
recorded in 1951 as against 45 in 1950. The number of notifications in 
Togoland under French administration has increased since 1946; in 1951, 
2,627 cases were recorded. In the Belgian Congo, notifications for the 


1 Epidem. vital Statist. Rep. 1952, 5, 332 
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period January to August 1952 exceed the annual figures for any of the 
seven preceding years : 7,421 cases were noted up to 17 August. 


America 


In Canada and the USA the situation was favourable in 1951, but 
from January to mid-August 1952 more cases were notified in the USA 
than for the corresponding period in any of the seven preceding years. 
The figures for 1951 in Peru (8,533 recorded cases) were higher than in 
any year of the period 1945-9. In Uruguay, 1950 gave the maximum 
number of notifications for the period 1945-51 : 6,147 in 1950 against 
1,441 in 1951. The only available statistics for Chile in 1951 cover the 
period from 17 June to 6 October; they are higher than the figures 
registered for the corresponding period in most of the preceding 19 years. 
During the first six months of 1951, 25,714 cases were recorded in Mexico, 
a higher figure than during any of the years 1945, 1947, 1948, and 1950. 
Mortality from measles is high in Mexico; there were 6,924 deaths in 1948 
and 18,318 in 1949. 


Asia 


There was a very considerable increase in notifications in Israel in 1950, 
with 15,390 cases; but this trend did not continue in 1951, when only 
1,688 cases were recorded. In Iraq, 1951 was the most unfavourable of 
the past 28 years, with 2,495 notified cases; but mortality was lower than 
might have been expected. In Iran, the notifications in 1950 and 1951 
exceeded in number those of any of the preceding 18 years with the 
exception of 1935. In Afghanistan, the figures doubled from 1949 to 
1951, and the increase became even more marked during the first 23 weeks 
of 1952. Ceylon, in 1950, reported more notifications than during any of 
the five preceding years. In Japan, the 1951 figures exceed those for any 
of the three preceding years; the situation was better during the first seven 
months of 1952. Mortality due to measles in Japan is relatively high, 
with 20,939 deaths in 1947 and 12,589 in 1949. 


Europe 


In the Federal Republic of Germany (not including three “ Lander ” 
where measles is not notifiable) more cases were registered (56,676) than 
during any of the four preceding years. As is shown in fig. 6, the southern 
areas were more affected than the rest of the country. In Switzerland, 
17,259 cases were recorded in 1951—almost as many as in 1949 and 1950 
and more than during any of the five years 1944-8. France registered 
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FIG. 6. GEOGRAPHICAL DISTRIBUTION OF MEASLES IN GERMANY 
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40,229 cases in 1951, which represented a higher apparent morbidity than 
during any of the 32 preceding years except 1941. More cases were 
recorded in Spain in 1951 than during any of the seven preceding years. 
In Yugoslavia, the 1951 figures almost equalled the total figures for the 
two years 1949 and 1950, with more deaths. The 1951 figures in Turkey 
exceeded those for any of the 27 preceding years. In the Republic of 
Ireland, the number of cases recorded from the beginning of 1952 to mid- 
August exceeded the annual figures for the ten preceding years. The 
prevalence of measles in Italy, which had apparently decreased from 1949 
to 1951, increased in 1952: the figures recorded from January to June 
exceed the annual figures for each of the two preceding years and for 
eight of the years 1939-49. 

The countries in Europe most affected by measles during 1951 were 
England and Wales, where the number of notifications exceeded those 


FIG. 7. GEOGRAPHICAL DISTRIBUTION OF MEASLES IN ENGLAND AND WALES 
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for any year since 1940. Fig. 7 shows that the morbidity-rate exceeded 
600 cases per 100,000 inhabitants almost everywhere except in eight counties. 
Five counties even had a morbidity-rate of over 2,000 cases per 100,000 in- 
habitants. The author observes : 


“In the English counties of Lancashire and Yorkshire alone, where the inhabitants 
number 5,135,000 and 4,636,000 respectively, there were 64,000 and 63,000 notifications 
of measles respectively in 1951, whereas in the Federal Republic of Germany (48 million 
inhabitants) and in France (42 million) the number of notifications did not exceed, 
during the same year, 57,000 and 41,000 respectively. In 1951, 107,000 more cases of 
measles were recorded in England and Wales than in all the remaining nineteen European 
countries and territories for which data are available.” 


Oceania 


A considerable increase in the number of notifications was observed 
in the following territories in 1951: Guam, Hawaii, New Caledonia, 
New Hebrides, French Oceania (with 1,638 cases from November 1950 
to June 1951 against nil between January 1947 and October 1950), 
Solomon Islands, and Papua (with 1,026 cases in 1951 against 12 in 1948, 
and a further increase in 1952 when there were 1,457 notifications from 
January to April only). 

The prevalence of measles in the world does not seem to have become 
lower. Mortality from measles has been steadily decreasing in a number 
of European and American countries, but it remains high in certain others. 
The number of deaths attributed to this disease in Japan and Mexico 
in 1949 is “ three and a half and five times more respectively than in four- 
teen European countries with a total of about 266 million inhabitants ”. 
Measles is thus far from being a danger which has been overcome, and it 
would be well to study its evolution in those countries where that evolu- 
tion has been favourable. 
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Reports from WHO Fellows 


Many of the letters and reports received from WHO Fellows are of 
such interest that they deserve to be read by a wider public. They demon- 
strate more vividly than a series of facts and figures both the character 
of the fellowship programme and the response of the Fellows themselves. 
Selections from these reports are therefore published from time to time, 
but it must be emphasized that the opinions expressed are those of the 
Fellows. 


Vocational Rehabilitation in the United Kingdom 


Dr. L. M. Farner, Medical Administrative Consultant, 
Division of Vocational Rehabilitation, State Board for Voca- 
tional Education, Seattle, Wash., USA, was granted a WHO 
fellowship to study vocational rehabilitation in the United 
Kingdom of Great Britain and Northern Ireland, Sweden, 
Germany, and Austria. His observations concerning voca- 
tional rehabilitation in the United Kingdom are summarized 
below. 


Medical rehabilitation in the United Kingdom has been given particular attention 
since 1941, when a committee on rehabilitation and resettlement was appointed by the 
Government. This committee, in its report, concluded that : 

1. Satisfactory rehabilitation is achieved only when the handicapped person holds 
employment as a result of his merits as a worker in normal competition with his fellows. 

2. With careful assessment of the individual capacity and proper job placement, 
the vast majority of vocationally handicapped persons can enter industry on normal 
terms, 

3. A compulsory scheme should be developed requiring all substantial employers 
to employ a specified ratio of handicapped workers. 

4. Sheltered workshops should be made available for those persons too seriously 
handicapped to compete in the labour market. 


Disabled Persons Act 


In 1944 there was passed a Disabled Persons Act, designed to help the handicapped 
find suitable employment and to put into practice the principles suggested by the com- 
mittee. For example, under the provisions of the Act, all employers are obliged to give 
employment to a number of registered disabled persons, this number to comprise not 
less than 3% of the total staff. 


Disablement Resettlement Officers 


Each employment office of the Ministry of Labour and National Service, of which 
there are more than 100, has one or more Disablement Resettlement Officers (D.R.O.) 
who help disabled men and women to find suitable employment. A disabled person 
is defined as “ one who is substantially handicapped in obtaining and/or holding a job 


S. 
ns 
on 
d, 
of 
an 
d 
a, 
0 
), 
8, 
m 
1e 
or 
0 
r- 
it 


— 368 — 


but has reasonable prospects for employment after rehabilitation ”. The D.R.O. classifies 
disabled persons as Class I (capable of competitive work) or Class II (capable of sheltered 
work only). 

Among the duties of the D.R.O. are to visit local hospitals in order to interview 
any patient likely to require a change of occupation as a result of disability. Sometimes 
conferences are held between the rehabilitation medical officer, the almoner (medical 
social worker), and the D.R.O. to decide upon the best course for an individual patient. 
Upon the advice of such a group, or of the D.R.O. or physician alone, a disabled person 
in Class I may be sent to a vocational training or rehabilitation centre for “ toughening- 
up” before attempting to work an 8-hour day. 


Industrial Rehabilitation Units 


Under the Disabled Persons Act, Industrial Rehabilitation Units (I.R.U.) have 
been established “ (1) to restore employment confidence by providing mental and physical 
toning-up and an opportunity for gradual adjustment to working conditions through 
graduated exercise in the shops, gardens, and gymnasia in order to return the vocationally 
handicapped to ‘ maximum working fitness’ in the shortest possible time, and (2) to 
give those who must seek a different occupation guidance as to the most suitable kind 
of work to follow and to assist them in finding it”. There were 15 such I.R.U. in England 
as of July 1951, providing residential accommodations for about 250 men and non- 
residential accommodations for more than 1,350 men and women. Each unit has a 
case-load of approximately 100 disabled persons. Courses are arranged to meet the 
particular needs of each rehabilitee, who is under close medical supervision during the 
six- to twelve-week period he is under the care of the I.R.U. A rehabilitation officer 
with special training guides and co-ordinates the work of a team consisting of a voca- 
tional guidance officer, who gives aptitude tests, etc.; a trained social worker; a D.R.O., 
who aids in placing those in need of such help; a supervisor of training; a doctor, full- 
time or part-time; and a qualified gymnast. 

Entry into an I.R.U. is open to anyone of 16 years or over whose medical treatment 
has recently been completed, who needs aid in physical and psychological adjustment 
to working conditions, and who is recommended for an I.R.U. course by a doctor. 
Others who are having difficulties in their work or appear to be on the verge of a break- 
down, or who have been unemployed for some time, may also be admitted upon the 
advice of a D.R.O. Referral to the I.R.U. is ideally by the D.R.O., and only applicants 
who have reasonable prospects of becoming employed are accepted. 

Between 1944 and June 1951, 18,300 persons had completed courses at the various 
Industrial Rehabilitation Units. Six months after discharge, 86% of those who had 
entered jobs were satisfactorily employed, and 84% of those who had undertaken voca- 
tional training had completed their courses successfully. 


Remploy plants 


For Class II disabled persons, sheltered workshops are provided in the form of 
“ Remploy ” plants. There are 70 or more such plants throughout the country, employ- 
ing about 4,000 workers but capable of employing 6,000. The work consists of light 
metal industries; knitting; bookbinding; engraving; brushmaking; repair of watches, 
clocks, and typewriters; and manufacture of baskets and of products of wood, leather, 
canvas, etc. Remploy plants are permitted to employ approximately 15% of non- 
handicapped persons. After working in such a plant for a time, some workers regain 
confidence and go to more lucrative jobs in competitive industry. 
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Personal Observations 


In addition to sketching the history and development of vocational rehabilitation 
efforts in the United Kingdom, and outlining the Government organization for aiding 
disabled persons to find suitable employment, Dr. Farner describes some of the places 
which he visited in his study-tour. Among them were the following : 


1. A rehabilitation centre (Talygarn, South Wales) operated by the Coal Board. 
Here, physiotherapy, occupational therapy, and recreation are provided for miners 
who have suffered fractures. Lumbering and mining operations are simulated in an effort 
to prepare the miner for his return to work. 


2. The Austin, Jr., car factory at Cardiff. This plant, a model one from the view- 
points of health and working conditions, gives employment to about 65 victims of pneumo- 
coniosis. Although the plant is not yet self-supporting, the manager feels that this project 
can eventually be expanded to the point of building a large automobile factory in which 
pneumoconiosis victims may work and which may be able to compete with similar 
industries employing non-handicapped workers. 

3. The Industrial Rehabilitation Unit of Belmont Hospital, near London. This 
particular unit is devoted to psychiatric rehabilitation and is staffed by five psychiatrists, 
two psycho-social workers, two psychologists, nurses, instructors, and two D.R.O. 
Workshops provide means for vocational testing as well as occupational therapy. No 
analytical treatment is provided, but group therapeutic techniques such as psycho- 
drama are employed with apparent success. 

4. Papworth Village. Situated on a large estate, this village is a self-sufficient com- 
munity for tuberculosis victims. There are approximately 2,000 residents : about 200 
are bedridden, 500 live in hostels, and the remainder are “ settlers ” who live in village- 
owned, family-unit houses. The village operates large competitive industries, concerned 
with printing and the manufacture of luggage, station-wagon bodies for Austin cars, 
furniture, etc. Hospital patients work in the industries from the time they can spend 
one or two hours a day until their health is so improved that they can be employed full 
time. Many men in the shops, former patients, have now been employed full time for 
20 years or longer. 


Notes and News 


Environmental Sanitation Programme in Afghanistan 


A large-scale programme to improve sanitation and to provide pure water supplies 
has been undertaken by the Government of Afghanistan. The first objective will be to 
train nurses, midwives, medical students, teachers, malaria-control workers, and others 
in principles of hygiene and sanitation. Standard designs for sanitary installations for 
urban and rural communities will be developed, and suitable installations will be made 
in government and other public buildings. 

At present, Kabul is the only city with a piped water supply, and this serves only 
about one-quarter of the city’s population. The first modern septic tank in the country 
was recently constructed. 
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Assistance in planning the environmental sanitation programme and in executing 
the first steps has been given by a WHO sanitary engineer, Mr. J. N. Lanoix (Haiti), 
who has completed a two-year assignment in Afghanistan. WHO aid will be continued, 
and another sanitary engineer will be appointed within the next few months. 


New WHO Posts Created in South-East Asia 


The WHO Regional Office for South-East Asia has assigned “ Area Representatives ” 
to several capitals in the Region in a move to facilitate the co-ordination of international 
health assistance. The Area Representatives will aid national health services in integrating 
such assistance and in planning the development or expansion of WHO projects. Three 
appointments have been made (as of October 1952) : Dr. R. L. Tuli (India), who has 
been one of the regional public-health advisers since 1949, has been assigned to Ceylon; 
Dr. O. Veenbaas (Netherlands), Adviser General to the Ministry of Health of the 
Republic of Indonesia before joining WHO as an adviser in 1951, has gone to Burma; 
and Dr. N. K. Jungalwalla (India), previously one of the specialist advisers at the 
Regional Office, has assumed the post in Indonesia. 


Venereal Disease and Health Education Project in Cairo 


A WHO-trained team of Egyptians conducted, in October, a three-week health 
education and syphilis-control project in a district of Cairo inhabited largely by people 
of low income. A preliminary social study was made by a local institute for social work. 
Health education stressing venereal disease was the main object of the project, in which 
2,000 persons were subjected to serological tests. Particular attention was given to children 
and to pregnant women, and infected cases and their contacts received penicillin treat- 
ment. The Egyptian team which carried out this project was the same as that associated 
with the successful Edfa project. 


Public-Health Adviser Appointed for Ethiopia 


Dr. J. W. Tesch, who has been granted one year’s leave of absence from his post 
as Chief of the Department of Infectious Diseases of the Health Service of Rotterdam, 
the Netherlands, has been sent to Ethiopia as WHO public-health adviser, at the request 
of the Ethiopian Government. He will advise the Ministry of Health on matters relative 
to strengthening the health services of the country and will co-ordinate WHO activities, 
which include projects in the control of venereal disease, tuberculosis, and leprosy. 


Health Projects for Syria 


With international assistance, Syria has embarked on a modern health programme 
which is to include improvement of maternal and child health services and efforts to 
control tuberculosis, malaria, bilharziasis, and favus. In November, a WHO-aided 
tuberculosis demonstration centre, which occupies more than twenty rooms of a new 
hospital, was opened. In December, a similarly aided maternal and child health centre 
is to open in a new building in Damascus. Plans have been made for campaigns against 
malaria and bilharziasis. A new nursing school which is being erected by the Govern- 
ment will be partially staffed by WHO instructors. One of the most important projects 
envisaged is a campaign against favus, which affects as many as 40,000 children between 
the ages of 5 and 15 years. WHO and UNICEF have agreed to support this project. 


1 See page 355. 


Or. DORE 


— 371 — 


Publication of International Pharmacopoeia Lauded 


At its Centennial Convention, held in August 1952, the American Pharmaceutical 
Association passed a resolution manifesting its interest in the International Pharma- 
copoeia. Publication of Volume I of the Pharmacopoea Internationalis was cited as 
the culmination of “the first successful international pharmacopoeial co-operation 
to provide practicable standards for the important drugs of the medical armamentarium”, 
and the Association extended “ warm wishes for the continued progress of this effort ”. 


World Health Day 


April 7, 1953, will mark the fifth annual observance of World Health Day. The 
suggested theme for this observance is the economic value of health (“Health is wealth.”). 
Member Governments have been informed that publicity material on this subject will 
soon be available so that plans for celebrations may be made well in advance. 
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PHARMACOPOEA INTERNATIONALIS 


FIRST EDITION 


Volume I 


Tig Pharmacopoea Internationalis—the first international pharmacopoeia—volume I 
of which appears now in English and French and will shortly be available in Spanish 
also, is a work of historic importance, produced with a view to fulfilling the desire, 
long felt by pharmacists and physicians throughout the world, for the establishment of 
internationally recognized standards and nomenclature for pharmaceutical preparations 
in universal use. 

The compilation of this work was begun in 1937 under the auspices of the League 
of Nations Health Organization but, owing to the difficulties of wartime, little progress 
was made until 1947, when the Interim Commission of the World Health Organization 
set up the WHO Expert Committee on the Unification of Pharmacopoeias. This com- 
mittee has worked unceasingly since its establishment and, in addition to the first volume, 
has already prepared much of the material to be included in the second volume. 


The Pharmacopoea Internationalis is similar in form to the present-day national 
pharmacopoeias. Volume I consists principally of 199 monographs, giving specifications 
for various drugs and preparations, including antitoxic sera and some of the newer 
antimalarials, such as Proguanil Hydrochloride. There are 43 appendices, giving parti- 
culars of the reagents and test solutions, solutions used for volumetric analysis, weights 
and measures, international atomic weights, and usual and maximal doses for adults 
of drugs included in volume I, and describing methods for assaying and determining 
the potency of certain of the substances mentioned in the monographs. The volume 
also contains general instructions and explanations of terms used and a note on patents 
and trademarks. 


The Pharmacopoea Internationalis (Ph. 1.) should be particularly useful to countries 
which have not yet developed a national pharmacopoeia, as well as to those countries 
whose national pharmacopoeias need revision to bring them up to date. It is hoped 
that the health and pharmacopoeial authorities of the former countries will decide to 
adopt the book as a whole as their official pharmacopoeia. A supplement could be 
prepared by the country concerned so as to complete the Ph.I. according to national 
requirements. In such cases, arrangements could be made for any of the editions to 
be supplied in large quantities at special low rates. 


To all concerned with the prescribing and dispensing of pharmaceutical prepara- 
tions, the Pharmacopoea Internationalis will be of immense interest. Laying down, as 
it does, international standards for drugs, this work wil] undoubtedly help “ to promote 
and protect the health of all peoples ”. 


xvi + 406 pages ; price : 35/- $5.00 Sw. fr. 20.— 


Orders should be sent to the booksellers listed on the back cover or direct to : World 
Health Organization, Sales Section, Palais des Nations, Geneva, Switzerland. 
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